Sexual health contributes greatly to quality of life. Research shows that stroke survivors want to learn and talk about sexual health, but are not given information. In keeping with the Canadian Best Practice Recommendations for Stroke Care, this project aimed to provide all stroke rehabilitation inpatients with the opportunity to discuss sexual health concerns with healthcare providers at West Park Healthcare Centre, a rehabilitation and complex continuing care centre in Toronto. Gap analysis conducted via staff member interviews and retrospective chart reviews showed that close to no patients were given the opportunity to discuss sexual health concerns at baseline.
three PDSA cycles, the percentage of patients provided with the opportunity to discuss sexual health during inpatient rehabilitation increased to 80%. This quality improvement project successfully implemented the Canadian Best Practice Recommendations for Stroke Care with respect to sexual health.
Lessons learned included the importance of early baseline data collection and advance planning for tools used in QI projects. Future projects may focus on improving the discussion of sexual health concerns during outpatient stroke rehabilitation.
Problem
Sexual health contributes greatly to a person's overall quality of life.
There is a large body of evidence across cultures and stroke severities that patients after stroke want to learn and talk about sexual health, but are not receiving the information that they want from healthcare providers [1] [2] [3] [4] .
West Park Healthcare Centre is a community hospital located in Toronto, Ontario, Canada with 470 beds distributed across specialized rehabilitation, complex continuing care, and long term care. Due to a variety of barriers, stroke rehabilitation patients on unit 3EC (Neuro Rehab) were infrequently given the opportunity to discuss sexual health concerns with their healthcare providers oneon-one during their rehab stay. Potential barriers included:
1. There was no standardized point during the rehabilitation stay that sexual health concerns were discussed with patients. The onus was instead on the patient to approach a healthcare provider with their concerns, which was difficult for many reasons such as the taboo nature of sexual health and the lack of awareness among patients that they could seek help from the rehabilitation team about sexual health concerns.
2. Unlike other commonly addressed stroke rehabilitation issues like mobility or post-stroke depression, sexual health as an issue did not have clear ownership among the team members. Team members agreed that it was important, but thought that other disciplines may be addressing the issue.
Discussions about sexual health would be more likely to occur if it was clearly delineated to be the responsibility of one discipline.
Background
There are no quality improvement projects focusing on the sexual health of patients after stroke in the literature. Research studies such as Song et al. [5] demonstrated improved sexual health for patients after stroke using one-on-one counselling and the provision of information booklets. Based on the currently available evidence, the Canadian Best Practice Recommendations for Stroke Care state that patients should be given the opportunity to discuss their sexual health concerns with healthcare providers during rehabilitation [6] .
Baseline measurement
Gap analysis of the unit's baseline practice during the three months before project initiation (Dec 12th, 2014) was conducted via retrospective chart reviews and staff member interviews/surveys. Overall, the gap analysis demonstrated a clear difference between current practice and guideline recommendations.
Design
The aim of this QI project was that all stroke rehabilitation inpatients at West Park Healthcare Centre Unit 3EC would be given the opportunity to discuss sexual health with one of their healthcare providers by July 15th, 2015.
Stakeholder interviews were held with team members and five discharged patients. Based on the barriers that had been identified, standardization and reminders were selected as initial options for change concepts.
The occupational therapists (OTs) on the team proposed that discussions about sexual health concerns could take place during their intake assessments. They also felt that addressing sexual health was within their scope of practice. Another three potential time points had been identified via a process flow exercise, but were less optimal due to team members' existing clinical workloads, or because the time point would be too late in the rehabilitation stay for new issues to be adequately addressed.
The OTs and the author MG then suggested potential solutions to ensure that a discussion would take place as intended. The occupational therapists used a paper-based checklist to keep track of issues that they address with patients during their rehabilitation stay. Sexual health was added to this checklist as a reminder mechanism. 4. Inform patients of other resources that they can access to learn about sexual health after stroke.
The group felt that the proposed interventions were realistic and sustainable. There were no supply costs to the rehab program and the time commitment for discussions was not expected to be onerous.
Strategy

PDSA Cycle 1
Sexual Health was added to the occupational therapy admission checklist as a reminder (Figure 1, supplementary materials) . The new checklists and the scripts were distributed to the occupational therapists on 3EC, and the float occupational therapists who occasionally cover the unit. In the first month of implementation, the most common reason for patients to not receive an opportunity to discuss their concerns was aphasia. Implementing a visual supported conversation tool for sexual health would allow patients with aphasia to also have the opportunity to discuss their sexual health concerns.
PDSA Cycle 2
After a literature search and professional communications with other stroke speech language pathologists, no suitable supported conversation tool that could be used in the QI project was identified. Two runs were observed for ten data points, which suggested that the pattern observed was not due to chance but rather reflected special cause variation [7] . 
Lessons and limitations
The most significant factor for the project's success was the highlyenergized and collaborative allied health stroke rehabilitation team.
Team members problem-solved together to find effective solutions demonstrating the "wisdom of crowds". Thus, the generalizability of this project's success to other environments would depend on the local work culture and team dynamics.
The biggest challenge during this project was ensuring that patients with aphasia would also receive the same opportunities to discuss sexual health as patients without aphasia. Since no suitable supportive conversation tool already existed, the team developed our own tool. The tool was very valuable as an avenue for patients with aphasia to discuss sexual health concerns, but it was developed in a time-intensive process that delayed the progression of PDSA cycles. To help others interested in starting a similar project, our supported conversation tool in its entirety can be made available via email (see Figure 2 , supplementary materials, for contact information).
Another challenge was that a relatively small number of stroke patients were admitted to the inpatient program each month. Data could not be collected more frequently than once/month, so both baseline and project data collection were lengthy processes.
Overall, the lesson that we want to share with others is to not underestimate the length of time required for the development of tools needed for a QI project. In addition, baseline data collection should be started as early as possible after a project is conceptualized. 
Conclusion
